Abstract
Core tip: Currently, the survival rate for gastric cancer (GC) is still unsatisfactory. Reliable biomarker such as carcinoembryonic antigen (CEA) is necessary to improve the management of GC and pathological lymph nodenegative (pN0) represents a group of reliable biological status. About 469 pN0 GC patients, who received D2 radical gastrectomy were retrospectively analyzed, and an optimal cut-off value of CEA was reset, and we found that pretreatment serum CEA levels over 30.02 ng/mL on behalf of worse characteristics and unfavourable tumor behavior, and a poor prognosis for a nearly doubled risk of mortality in staging pN0 GC patients. 
INTRODUCTION
Currently, the therapeutic effect for gastric cancer (GC) is still dispiriting [1] , especially in China. This reason may be partly ascribed to the delayed diagnosis of GC. In addition to tumor-nodes-metastasis (TNM) stage and selection of treatment, the survival rate of GC patients may be hit by other factors such as differentiation, behavior and genetic mutation [2] . Pathological lymph node-negative (pN0) represents a group of reliable biological status, however, the survival for patients can unending changes, even when they share the same clinical stage [3] . Therefore, clinicians and researchers keep looking for other survival factors that might be able to help in the selection of a suitable treatment strategy.
Carcinoembryonic antigen (CEA), an acknowledged as an intracellular adhesion molecule, is one of the most common markers used in GC [2] . Up to now, many studies showed that extremely elevated serum CEA, which is closely related to an awful prognosis [4] . Numerous studies have been in favor of preoperative CEA levels as predictive marker for the survival situation of GC [5] [6] [7] [8] . However, other studies have reported the opposite results [9] [10] [11] [12] [13] . Inconsistent views can be partly explained by different cutoff values of CEA, limited number of eligible cases and study endpoints, and the inadequate statistical power.
To solve the above-mentioned problem, we performed a large sample retrospective study and reset an optimal cut-off value of CEA and to explore the relationship between preoperative serum CEA and clinicopathological traits and prognostic information.
MATERIALS AND METHODS

Patients
From January 2000 to December 2010, a retrospective analysis was conducted of 1801 consecutive patients with GC who underwent D2 lymphadenectomy, at the Department of gastrointestinal surgery, Fujian tumor hospital. Among them, 469 pN0 resectable GC patients suffered from stage pTxN0M0 GC according to the 7 th edition of the TNM classification. Data from these patients were enrolled into a prospectively maintained database.
The inclusion criteria were as follows: (1) pN0 resectable GC; (2) Adenocarcinoma confirmed by histopathology; (3) Physical fitness suitable for surgery; (4) D2 lymphadenectomy; and (5) no prior history of any type of adjunctive therapy.
The exclusion criteria were as follows: (1) older than 85 years of age; (2) previous or concomitant other cancer; (3) previous or concomitant gastrectomy for benign disease; (4) previous chemotherapy or radiotherapy; (5) esophageal involvement; or (6) distant metastatic disease; (7) non-curative resection; (8) multiple primary malignancies; (9) remnant GC; and (10) mortality within 30 d after surgery ( Figure 1 ). All of the above patients were followed up by posting letters or by telephone interviews. The last follow-up was 1 January 2017. The cardiopathy logical and follow-up findings were collected and recorded in the database. All subjects gave written informed consent to the study protocol, which was approved by the Ethical Committees of Fujian Provincial Tumor Hospital.
Surgery
According to the 7 th edition NCCN guidelines [2] , surgery with lymph node (LN) dissection is the primary treatment option for medically fit patients with resectable T1b, any N tumors. All patients in the study underwent standard total or distal gastrectomy, depending on the location and macroscopic appearance of the primary tumor ( Table 1 ). The strategy for LN dissections was determined using a standardized technique according to the guidelines of the 2010 Japanese Classification of Gastric Cancer and Gastric Cancer Treatment Guidelines edited by the Japanese Gastric Cancer Association [14] .
Clinicopathological characteristics
The clinicopathological findings, including depth of tumor invasion and LN metastases, were utilized to stage tumors according to the 7 th edition NCCN guidelines [2] . LNs were dissected and described according to the Japanese Classification of Gastric Carcinoma [14] , which was also used to classify the location, histological type, and lymphatic invasion of tumors.
Statistical analysis
Statistical analyses were conducted using Statistical Product for Social Sciences (SPSS) 19.0 software (SPSS, Inc, Chicago, IL, United States). The distribution of baseline characteristics was compared by using either Fisher's exact test or the chi-square test. The CEA cutoff points were produced and analyzed using the X-tile program which identified the cut-off with the minimum P values from log-rank χ 2 statistics for the categorical CEA in terms of survival. Meaningful factors were extracted for further analysis, which was conducted by using the logistic regression method. The overall cumulative probability of survival was calculated by the Kaplan-Meier method, and differences were evaluated by using the log-rank test. A P value less than 0.05 was regarded as statistically significant. X-tile plots for CEA. The produced log-rank χ 2 value stratifies the pTxN0M0 GC patients into two groups by a cut-off value 30.02 ng/mL, showing a strong discriminatory capacity, with a χ 2 value of 85.15 and a relative risk ratio of 1:2.15. CEA: Carcinoembryonic antigen. 
RESULTS
Correlation analysis between the clinicopathologic factors and CEA
X-tile plots, constructed in Figure 2 , illustrated that the optimal cut-off point for CEA was 30.02 ng/mL, and GC patients with in stage pN0 were assigned to two groups: those more than 30.02 ng/mL (n = 48; CEAhigh group) and those less than 30.02 ng/mL (n = 421; CEA-low group), with the strongest discriminatory capacity, with a χ 2 value of 85.15 and a relative risk ratio of 1:2.15.
Clinicopathological characteristics
Depending on the 7 th editions of the TNM system, a total of 469 pN0 GC patients were recruited in this study. Patient demographic data are summarized in Table 1 . Overall, no observably difference was found in these characteristics, including gender, age, family history (FH), HP infection status, BMI, location, and lauren classification (all P > 0.05).
A slightly higher proportion of male patients constituted in the CEA-high patients (76% vs 64.04%), and male-to-female ratio was 3:1 among the CEA-high compare to 2.81:1 with CEA-low patients. In the CEAhigh group, the proportion of was slightly higher than the negative group in poor differentiation (54.2% vs 46.3%), and nerve invasion (22.92% vs 16.6%). What is more, percentage was dramatically higher in CEAhigh group than CEA-low counterparts in stage of T2-4b (81.25% vs 65.32%, P = 0.026), vessel carcinoma Xiao J et al . Serum CEA and GC with pN0 
Survival analysis
The 5-year OS of stage pN0 GC patients with high level of CEA was significantly inferior than CEA-low groups (57.74% vs 90.69%, P < 0.05, Figure 3 ).
Univariate and multivariate analysis
Univariate analysis exhibited that FH of GC, HP infection status, gender, CEA, T category, differentiation degree, location, and lauren classification, nerve invasion, vessel carcinoma embolus, and BMI; among which T category (OR = 1.906), CEA (OR = 1.919), vessel carcinoma embolus (OR = 1.764), and gender (OR = 1.716) were independent hazard prognostic factors(all P < 0.05, Table 2 , Figure 4A ). Further multivariate analysis showed that CEA (OR = 1.924), T category (OR = 1.714) were significant prognostic factors for pN0 GC (all P < 0.05, Table 2, Figure 4B ). In the CEA-high sub-group, T category (OR = 1.962) was an independent hazard factor in CEA-high group by multivariate analysis (P < 0.05, Table 3, Figure  4C ).
DISCUSSION
As we known, CEA is part of the most familiarly used cancer biomarkers, and high preoperative CEA are closely associated with tumor load [10, [15] [16] [17] [18] [19] . However, there had been few literatures regarding the treatment outcome of evaluating the prognostic significance of CEA, in particularly to those pN0 GC patients. Previous studies have offered ambivalent testimony on the survival value of pretreatment CEA levels in resectable GC.
At the present stage, there existed no unified and well-recognized cut-off points [2] . Tied to various objective factors such as the sample size, different follow-up periods, ethnicities and different tumor stage, it leaded to inconsistent bias. To strengthen the statistical power, we collected a large sample analysis, and the number of eligible patients on the basis of similar endpoints. In the present study, the cut-off point was applied to 30.02 ng/mL.
In addition, study characteristics that miscellaneous large span studies might have influenced the effect size in GC patients. To confirm this synergistic effect, we performed subgroup analyses by clinicopathologic baseline. Firstly, in the CEA-high group, the proportion Xiao J et al . Serum CEA and GC with pN0 of was slightly higher than the negative group in poor differentiation (54.2% vs 46.3%), and nerve invasion (22.92% in vs 16.6%), showing that CEA-high GC patients with stage pN0 may be at higher risk, and it should be remunerated meticulous attention to the crowd.
Although the biological actions of CEA are not fully understood, the close link of preoperative CEA to cancer aggressiveness has been known for many years [20] . Specifically, the patients with a high level of CEA were consulted more frequently in the presence of a advanced stage (T2-4b: 81.25% vs 65.32%, P = 0.026), vessel carcinoma embolus (31.35% vs 17.1%, P = 0.017). The baseline data supported the view that a high level of CEA in stage pN0 patients were identified as having worse biological behavior and more aggressive baseline conditions, which might be fastened to a potential genetic susceptibility and infaust living habits [21] [22] [23] [24] . In consideration of worse characteristics and unfavourable tumor behavior, CEA-high patients' survival rate was poor. In the data, the 5-year OS of patients with high expression of CEA was strikingly inferior (57.74% vs 90.69%, P < 0.05). The data added weight to show that preoperative prominent CEA correlates with more aggressive and poor survival, and the point above had to be in conformity with a former research [25] . Further verification was tested by multivariate analysis, the findings highlighted that CEA (OR = 1.924), T category (OR = 1.714) were significant prognostic factors for GC cases with stage of pN0, suggesting that these two factors were closely associated with the survival and multicollinearity might exist between them. The view was in accordance with many scholars [2] who had found that elevated serum CEA was involved in tumor depth (T category), lymphatic metastasis, and TNM stage, and liver metastasis [26, 27] , and it was an independent prognostic risk factor.
Further analysis show that T category (OR = 1.962) was an objective hazard factor in the CEA-high group for pN0 GC patients. It was found consistently in the aforementioned studies, which were at the root of the CEA was substituted for T category in the current TNM staging system to come up with a modified staging system.
To our knowledge, this analysis is one of the relatively few that have been reported. However, there were several limitations inherent in this study. First, it was intended to serve as a retrospective study and a clinical bias could potentially occur. Also, follow-ups were achieved through phone calls and a recall bias existed.
In spite of the assistance brought by the optimal cut-off value for serum CEA level in clinical practice, there exists limitations. Firstly, the possibility of patient selection introducing bias was inherent, which can affect surgical outcomes. Secondly, the number of CEA-high patients was relatively small, which reducing the intensity of statistics. What's more, the data come from a single hospital, so the results may not represent the Chinese population well.
In conclusion, the CEA, categorized by cut-off points of 30.02 ng/mL, could produce the best prognostic discriminatory ability, and increased pretreatment CEA levels nearly doubled the risk of mortality in pN0 GC patients.
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Background
The survival value of carcinoembryonic antigen (CEA) for gastric cancer patients remains obscure. This study aims at assessing whether elevated serum CEA is a partner in the inferior prognosis for pathological lymph nodenegative (pN0) patients.
